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MESSAGE

Common Review Missions (CRMs) have played a key role as a key monitoring tool particularly
for assessing the progress of National Health Mission (NHM) implementation on ground. It
has proven to be a valuable mechanism for the Ministry of Health & Family Welfare to review
programme and policy changes and | am sure CRM reports have proved useful to States as an
independent feedback about their strengths and weaknesses in programme implementation.
The progress of its trajectory is also visible from how CRMs have transitioned from measuring
inputs to outputs and outcomes such as service delivery and quality parameters.

It is heartening to note that this 10th Common Review Mission report strongly bears out the
fact that NHM continues to play an important role to improve the health status of our people by
strengthening the public health system and improving its coverage and quality of services. While
this decadal journey has brought about many positive changes, some persistent challenges still
exist such as those relating to addressing health inequities, universal health coverage and out
of pocket expenditure. The 10th Common Review Mission report has delineated clearly both
the improvements as well as the challenges faced by the public healthcare system in resolving
the above mentioned issues. One of the most encouraging developments is the enthusiastic
adoption and implementation of the NHM Free Drugs and Diagnostic Service initiatives by the
States, which will go a long way in improving quality and comprehensiveness of care and reduce
out of pocket expenditure.

The increased availability of better infrastructure and human resources for health even in difficult
to access areas at levels closer to the community is being supplemented by the increase in the
number of First Referral Units and mobile medical units.
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The success of programmes designed to improve the quality of care at both facilities and at
the community level proves that good quality healthcare can be extended by the public health
system to those who need it most. It is important to build on these successes and expand it to
all areas of healthcare within the facilities and in outreach services and make these practices an
integral part of the ever evolving healthcare system.

This annual review exercise of NHM has evolved into an exhaustive assessment of health sector
performance as well as a guide map to further improve the system by mid-course correction.
| thank all the team members, particularly the experts who were part of this exercise for their
invaluable inputs and would like to use this occasion to reassert our commitment to the goals
of NHM.

(Jagat Prakash Nadda)
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The Common Review Mission (CRM) is a monitoring and evaluation mechanism in-built into
the NHM. The CRM reports have consistently provided valuable insights into the progress
achieved by NHM against set objectives as well as critical analysis of its performance with
health system perspective in programme design and barriers in programme implementation.
More pertinently, they are also an important channel for feedback from community on the
delivery of healthcare services by public health facilities. From a governance point of view,
it provides both the centre and the States an opportunity to take stock of the present
situation and adopt appropriate mid course policy/strategy changes.

The progress made in infrastructure, service delivery, service utilisation and quality
of services are positive developments. However, undoubtedly there is scope for
improvement in some critical areas. These include adherence to standard protocols of care,
addressing high OOPE, reducing health inequities and pro-active inter-sectoral coverage
to address the social determinants of health. The recommendations from this report
point at strengthening and optimal utilisation of the human resources for health as well
operationalizing effectively the community based components of the Mission including
enhanced role of PRIs. Issues of communication gaps, information sharing systems and
urban health must also be resolved. | am sure that these recommendations will be taken
into consideration by the states when preparing their State implementation Plans.

| would like to convey my appreciation to all the team members who undertook this
mammoth exercise and helped prepare this report. | am sure it has been an enriching
experience to all involved and | am sure the observations and recommendations will help
move the mission forward.

Sl

(C.K. Mishra)
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MESSAGE

It has been more than 10 years since the commencement of the National Health Mission. The Mission
originally began as the National Rural Health Mission with the aim of strengthening the existing health system
and improving its coverage and quality. The focus has been to address systemic bottlenecks related to provision
of primary and secondary care in rural areas. In the next phase, the National Health Mission also included
the urban areas under the aegis of the National Urban Health Mission in 2013. There has been a renewed
commitment to make all public health facilities user friendly. The vast advances that the public health system
has seen both in terms of service provision as well as utilisation are a sign that the National Health Mission is
serving its purpose.

The vast improvements with regard to maternal and child health is a milestone achievement of the NHM.
The push to reduce out of pocket expenditure and the focus of reaching the unreached have been other
hallmarks of the Mission. The NHM has also resulted in some major governance reforms at both the National
and State level.

The current report, based on the findings of the 10 CRM, has provided welcome accounts as to the
increase in the number of people utilising the public health care facilities, both in-patient and out-patients.
With the launch of the new schemes related to making drugs and diagnostics free for all those in need as well
as the push to improve last mile services has shown better than expected results. The expansion in the range
of services provided at the primary health centre level along with the sustained focus on improving the quality
of the services provided has improved the community acceptance and subsequent uptake of public health care
services.

On the flip side, while overall there has been marked improvement, there continues to be substantial
variation in the pace of this progress. The present challenge is then to address this variation and provide the
required resources to help resolve this situation. The inter-sectoral convergence, involvement of PRIs and
improving the referral chain mechanisms and institutional capacity remain important areas of concern.

The CRM is an important monitoring and review mechanism of the NHM. Its observations and
recommendations are considered earnestly to furtherimprove the impact of the Mission. | assure all stakeholders
that there will be constant followup on action taken on the observations of the report. | thank all the participants
for their efforts and valuable time. | request them to remain actively engaged, and facilitate followup and
implementation of the recommendations.
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EXEGUTIVE SUMMARY

The National Health Mission,
(comprising of the National Rural
Health Mission, launched in 2005
and the National Urban Health
Mission, launched late in 2013)
reflects a paradigm shift in the
design and implementation of
health programmes and policies.
The NHM represents India’s
flagship programme for health
systems  strengthening. The
decade long journey of National
Health Mission so far is marked
by significant gains, but complex
health challenges remain. The
annual Common Review Mission
is an important mechanism
enabling identification of such
challenges. Nine CRMs (2007-
2015) undertaken so far have
provided valuable understanding
of the results achieved, strategies
which were successful and
those which warranted mid-
course corrections. The CRMs
also enabled the identification
of common problems and the
possibility of scaling up context
specific solutions across states.

The Tenth CRM was carried out
in November 2016 (Nov 5 to 12)
and covered 16 States. The Terms
of Reference (TOR) for 10th CRM
were developed by the Ministry
of Health and Family Welfare
(MoHFW) involving different
stakeholders and  technical
experts from the programme
divisions and covered various
dimensions of National Health

Mission ranging from service
delivery to governance issues.
This year the CRM included
eleven TORs, focused on multiple
aspects of the health system.
The TORs also emphasized
the implementation status of
initiatives launched recently by
the MoHFW. They include the
Quality Assurance and Kayakalp
award scheme, National Urban

Health Mission (NUHM),
Free Drugs and Diagnostics
Initiatives, Health Systems

approach to Human Resources,
Rashtriya Kishore Swasthya
Karyakram (RKSK), Pradhan
Mantri Surakshit Matritva Yojana
(PMSMY), Mothers Absolute
Affection (MAA), National
Dialysis Programme and Non
Communicable Diseases (NCD)
programmes. The broad objective
of each TOR is to enable a rapid
assessment of the key processes
and outcomes of the various
elements of the National Health
Mission.

The members of the CRM
teams included senior officials
of MoHFW, representatives of
the state governments (Health
Secretary, Mission Directors,
Directors of Health) Public
Health experts from Civil Society
Organizations and Academic
Institutes, non-official members
of Mission Steering Group of
NHM having expertise in Public
Health, experts from NITI Aayog,

Development  Partners and
officials fromrelated development
sectors of the government like
Social Welfare, Women and Child
Development, etc. The team
members were briefed on the
objectives and methodology of
conducting CRM by the senior
officialsandtechnicalexpertsfrom
MoHFW, and a similarprocesswas
undertaken at state level. Based
on the findings of field visits, the
teams compiled the key findings
and recommendations. The state
reports form the substance of the
main report.

Key Findings

TOR1: Service Delivery :
Reaching the Unreached

This TOR also focuses upon the
status of infrastructure in public
health institutions, access to and
utilization of various services and
key challenges observed during
field visits. Recent initiatives
that were a focus area for this
TOR included review of progress
in implementation of District
Hospital (DH) Strengthening Free
Drugs Service Initiative, Free
Diagnostics Service Initiative, and
Pradhan Mantri National Dialysis
Program. Following are the key
findings emerging out of various
CRM state reports:

1. All States have
relatively better

reported
adequacy
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of health infrastructure
as compared to previous
Common Review Missions.
Further, the number of
health facilities functioning
out of rented buildings have
reduced markedly. However,
significant shortfall in number
of health centres is reported
from Bihar (41% shortage in
SHCs and 51% shortage in
APHCs) and Nagaland (13%
shortage in SHCs).

Time to care approach is
yet to be institutionalized in
most hilly States largely due
to poor road connectivity
and challenges related to
inclement weather conditions
in such remote areas.

States  report
utilization of
services as compared to
previous years. However,
variability in performance
amongst and within States
persist. For instance, the
institutional delivery (in public
institutions) ranges from 27%
(Kerala) to 80% (Tripura), OPD

improved

4.

per thousand population
ranges from 505.1 (Nagaland)
to 4589.9 (Chandigarh), and
IPD per thousand population
ranges from 16.4 (Jharkhand)
to167.5(Chandigarh).Further,
challenges of underutilization
of services remain in North
Eastern States (e.g. Arunachal
Pradesh and Nagaland).

All CRM States,, report having
a Free Drugs Service Policy.
However, Out of Pocket
Expenditure (OOPE) on drugs
was also observed to be
incurred by patients in States
like Bihar and Nagaland owing

-..-ual';u%w .- w3

. Andhra

to poor implementation of
the Free essential Drugs and
Diagnostics Service Initiatives
and mainly on account of
challenges in supply chain
management. In some States
(e.g. Himachal Pradesh) OOPE
on drugs is on account of
limited number of drugs being
included in the State Essential
Drug List.

Pradesh, Guijarat
and Madhya Pradesh have
implemented pathology
services under the Free
Diagnostic Services program.
PPP arrangements for
provision of  diagnostic
services were also observed
in Delhi, Himachal Pradesh
and Jharkhand. However,
considerable OOPE on
diagnostics has been reported
from Arunachal Pradesh,
Jammu and Kashmir and
Nagaland.

Digitalizing of indenting
through electronic platforms
such as e-aushadhi/Nirantar
have been adopted in all CRM
States barring  Arunachal
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Pradesh, @ Nagaland and
Chandigarh. However, limited
capacities of personnel in drug
warehouses and procurement
bottlenecks are leading
to instances of stock-outs
across multiple States and
UTs (e.g. Arunachal Pradesh,
Bihar, Chandigarh, Himachal
Pradesh, Kerala, Nagaland
and Tripura).

Under the Pradhan Mantri
National Dialysis Programme,
BPL populations have been
exempted from user charges
for availing dialysis services
across all States. While most
CRM States have reported
availability of dialysis services
in varying degree; Arunachal
Pradesh, Jammu and Kashmir,
Nagaland, Chandigarh,

Kerala and Jharkhand are
yet to operationalize dialysis
services at district level
through PPP mode.Some
States where better progress

. Jammu&

was observed include Andhra
Pradesh (11 centres), Bihar
(17 centres), Maharashtra (30
centres), Himachal Pradesh (3
centres functional and tender
floated for 6 more) and Tamil
Nadu.

Kashmir,  Tamil
Nadu, Himachal Pradesh,
Tripura and Madhya Pradesh
have initiated the process
for strengthening of District
Hospitals to develop them
as training centers. However,
many other States (e.g. Andhra
Pradesh, Arunachal Pradesh,
Delhi, Gujarat, Jharkhand,
Kerala, Maharashtra,and Uttar
Pradesh) have not reported
any progress in this regard.

. Availability of blood services

have seen improvement in
most States/UTs however in
six States (Nagaland, Guijarat,
Arunachal Pradesh, Uttar
Pradesh, Jammu and Kashmir

and Bihar) availability of
blood has been reported as a
concern, particularly at sub-
district level. These States
alsoreportlimitedfunctioning
of the Blood Storage Units
either due to lack of trained
human resources or non-
linkage with a mother Blood
Bank.

10. States/UTs reporting better

functioning blood services
are Tamil Nadu, Maharashtra,
Andhra Pradesh, Chandigarh
and Maharashtra. Where
adequate blood is available, it
was observed to be provided
free of cost to pregnant
women, while for other
patients a charge ranging
from Rs. 500 to Rs. 750 was
levied (except in Tamil Nadu).
Replacement happens to be
the major source of procuring
blood in most States.



11.

12.

Provisioning of  AYUSH
services have improved.
However, in Andhra Pradesh,
Arunachal Pradesh, Gujarat
and Madhya Pradesh the
provisioning of  AYUSH
service is inadequate at sub-
district level. Further, it was
observed that (across all CRM
States) protocols for internal
referral between the AYUSH
and other departments are
non-existent.

All States covered under
the 10th CRM - except
Jharkhand, Kerala, Tripura

and Nagaland- now have call
centers linked ambulance
services. However, rational
deployment of ambulances
remains a challenge in hilly
States like Arunachal Pradesh
and Jammu and Kashmir.
Further, the complement
of equipment and human

13. All
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resources in
Life Support ambulances
is inadequate in many
instances.  With  regards
to training of Emergency
Medical Technicians, most
of the States -except Tamil
Nadu and Maharashtra- have
reported that the training of
EMTs is not up to the desired
level in terms of duration and
knowledge retention.

States except Delhi
reported utilization of
MMUs for outreach services.
However, the degree of
utilization varies across States
because of poor planning,
lack of human resources and
weak |EC activities. Andhra
Pradesh, Gujarat, Jharkhand,
Maharashtra, Kerala and
Tamil Nadu have reported
better utilization of MMUs to
provide health care services
to tribal and marginalized
population.

Advanced 14. Almost all

15.

States visited
in 10th CRM reported an
intention to  implement
the Biomedical Equipment
Maintenance Program as
per Government of India
Guidelines. Andhra Pradesh,
Kerala and Maharashtra have
implemented the Biomedical
Equipment Maintenance
Program. In Tripura, Nagaland
and  Arunachal Pradesh
the tendering process has
been completed, whereas
Uttar Pradesh and Himachal
Pradesh have released the
RFP. Madhya Pradesh, Delhi
and Tamil Nadu (where
TNMSC is managing the
maintenance) have completed
the mapping of equipment.
Gujarat, Jammu and Kashmir
and Jharkhand are yet to
implement the program.

Public Private Partnership
arrangements  that were

observed as part of 10th




CRM included a) management
of ambulance services (in
Arunachal Pradesh, Bihar,
Himachal Pradesh, Jharkhand,
MadhyaPradesh,Maharashtra
and Tamil Nadu), b) diagnostic

services (Arunachal
Pradesh, Andhra Pradesh,
Delhi, Himachal Pradesh,

Jharkhand, Tripura and Uttar
Pradesh), c) dialysis services
(Andhra Pradesh, Himachal
Pradesh, Maharashtra), d)
MMU services (Jharkhand,
Maharashtra, Bihar and Tamil
Nadu), e) management of
health centers (Arunachal
Pradesh, Andhra Pradesh,
Gujarat, Nagaland and Tamil
Nadu [Dental clinic]).

16. While all States visited
under 10th CRM reported
undertaking IEC and BCC
activities at state, district
and sub-district level; the
States of Andhra Pradesh,
Maharashtra, Tamil Nadu,
Kerala, Tripura, and Himachal
Pradesh were observed to be
more organized and efficient
in using this medium in
improving the health service
delivery to marginalized and
tribal population.

17.Almost all the States
visited under 10th CRM,
have reported various best
practices and innovative
approaches to  improve
the quality of health care,
reductions in costs and
access to public health
services. The range of
observed best practices
and innovations is wide and
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includes, a) e-initiatives, b)
initiatives  for community
health volunteers (ASHAs/
Sahiyas), c) initiatives related
to communityempowerment,
d) RMNCH+A program
initiatives, e) measures to
improve access to drugs, f)
measures to improve access

to health care, including
primary care, AYUSH
services, care for gender

based violence and NCDs,
f) financial protection and g)
quality of care.

TOR 2: RMNCH+A

The objective of this TOR was
to assess the planning and
implementation of RMNCH+A
strategy at all levels of service
delivery, and review the
implementation status of different
RMNCH+A programmes/
initiatives. Focuswasonreviewing
the progress in RMNCH+A
approach and Delivery Point
harmonization, PMSMA, MAA,
labor room practices, Dakshta
training and RBSK. Following are
the key findings emerging out of
various CRM state reports:

1. States that were observed
to have better planning
of services under various
components of RMNCH+A
include Tamil Nadu, Gujarat
and Delhi.

2. The challenges in RMNCH+A
implementation were
observed to be, a) inadequate
orientation about the
strategy in district officials
(e.g.  Arunachal Pradesh,

Bihar, Madhya Pradesh), b)
inadequate functionality of
FirstReferral Units(e.g.Andhra
Pradesh, where only 42%
of the FRUs are functional),
c) instances of inadequate
availability RMNCH+A drugs
and supplies at health facilities
(e.g. Maharashtra, Kerala),
and d) inadequate monitoring
of RMNCH+A services (e.g.
Madhya Pradesh, Nagaland).

In many states, antenatal care,
particularly at the level of Sub
Health Centers, the quality
of Antenatal Care (ANC) was
observedtobedeficienteither
in terms of, a) range of services
(e.g. Tripura, Nagaland, Kerala,
Chandigarh, Jharkhand), b)
identification and line listing
of high risk pregnancies (e.g.

Nagaland, Delhi, Tripura,
Uttar Pradesh, Himachal
Pradesh, Bihar, Arunachal

Pradesh) and c) orientation
on newer guidelines -such

as those on Gestational
Diabetes Management,
Calcium supplementation,

o i e o o
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deworming during Pregnancy,
Screening for Syphilis/HIV-
and protocols (e.g. Andhra
Pradesh, Arunachal Pradesh,
Himachal Pradesh, Kerala and
Nagaland).

4. While States have initiated

steps towards online payment
of Janani Shuraksha Yojana
incentives, the progress in this
regard is relatively slow. For
instance, in Andhra Pradesh
only 5 districts (out of 13)
have rolled out direct benefit
transfer. In States of Himachal
Pradesh, Maharashtra and
Uttar Pradesh the payments
are being conducted through
account payee cheques.
Further, instances of delay in
payments have been reported
in Arunachal Pradesh,
Nagaland, Delhi (Shahdara),
Madhya Pradesh (District
Ratlam), Tamil Nadu (DH
Namakkal) and Uttar Pradesh.

Services under the Janani
Shishu  SurakshaKaryakaram
program have now been
streamlined to a large extent.
However, certain challenges

Delivery at PHC, CHC and
District Hospital will ensure

safety for both mother and child.
PLUS incentive under JSY

Ta a0y

that persist include, a) low
awareness in tribal/vulnerable
population groups (in Kerala,
Jammu & Kashmir, Tripura,
Maharashtra), b) lack of assured
drop back services to postnatal
mothers (in Uttar Pradesh,
Andhra Pradesh, Chandigarh,
Jammu & Kashmir, Delhi,
Bihar, Gujarat, Nagaland), c)
relatively lesser awareness
about entitlements of infants
and d) non-institutionalization
of grievance redressal
mechanisms.
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States with relatively better
mechanisms of maternal
death review are Tamil Nadu,
Maharashtra, Chandigarh and
Gujarat. Tamil Nadu is also
in process of establishing
Maternal Near Miss Review.

. All States, except Bihar and

Nagaland, were observed
to have initiated activities
under the Prime Minister
Surakshit Matritva Abhiyan.
However, involvement of
private providers was low
in  Chandigarh, Jammu &
Kashmir, Delhi, Himachal
Pradesh and Tripura. Providers
were unaware about the MAA
Mother’s Absolute Affection)
initiative in Arunachal
Pradesh.

Community counselling for
InfantandYoung Child Feeding
practices by service providers
needs  strengthening in
Madhya Pradesh and Guijarat.

Maharashtra, Delhi, Madhya
Pradesh, Gujarat and
Himachal Pradesh reported
issuing recently launched
guidelines (such as use of
antenatal Corticosteroids
in preterm labour and use
of Gentamicin by ANMs for
management of sepsis) as
well as implementing them at
district and sub-district level.

10. Mortalityratein SNCUs ranges

from 1-3% in Tamil Nadu
to as high as 27% in Uttar
Pradesh (Gonda District).
Birth asphyxia, pre-maturity
and neonatal sepsis have



11.

12.

emerged as major reasons for
admissions to SNCUs across
various States. Some of the
CRM States where shortages
of new-born care facilities
(particularly NBSUs  and
SNCUs) exist are - Arunachal

Pradesh, Delhi, Madhya
Pradesh, Bihar, Himachal
Pradesh, Jharkhand, Kerala
(District  Idukki), Nagaland
and Tripura.

Maharashtra and Jharkhand
were observed to have
relatively better utilization
of Nutrition Rehabilitation
Centres (NRCs). Key concerns
with respect to NRCs include;
a) low bed occupancy rate
(Andhra Pradesh, Arunachal
Pradesh), b) non-adherence
to guidelines (Chandigarh),
c) human resource shortage
(Delhi), d) limited linkages
with Anganwadis (Madhya
Pradesh, Uttar Pradesh),and e)
low referrals from community
(Andhra Pradesh).

Adequate supplies of ORS and
Zn for diarrhoea control was
reported in Andhra Pradesh,
Chandigarh, Delhi, Guijarat,
Jammu and Kashmir and Tamil
Nadu. In Arunachal Pradesh
none of the ASHAs or facilities
that were visited had stock of
ORS and Zinc tablets. Tamil
Nadu reported progress in
the implementation of de-
worming programme in the
State. Low uptake of iron folic
syrup/tablets to children was
reported fromAndhra Pradesh,
Chandigarh, and Nagaland.
Uttar Pradesh reported stock-

13.
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outs of iron folic syrup/tablets
at the community level.

The implementation of the
Rashtriya Bal  Swasthya
Karyakaram is underway in
many states. In Delhi, District
Early Intervention Centres
(DEIC) are managed through
NGOs. Progress was reported
as being satisfactory in Tamil
Nadu, Kerala, Tripura and
Maharashtra. In Chandigarh
follow up was identified
as being a challenge, while
vacancies in the RBSK teams
were reported from Madhya
Pradesh, Uttar Pradeshand
Guijarat. Poor  screening
was reported from J&K and
Nagaland. In Jharkhand and
Uttar Pradesh DEICs referrals
are a problem.

14. Arunachal Pradesh and Delhi
are yet to implement child

15.

death reviews (CDR) whereas,
Madhya Pradesh has started
CDR for deaths reported in
SNCU.

IUCD and OCPs continue to
be the mainstay of spacing
methods being offered in
public health facilities across
all States and women continue
to bear the burden of terminal
methods of contraception.
PPIUCD services are being
offered in Andhra Pradesh,
Arunachal (at district level),
Chandigarh, Delhi, Guijarat,
Himachal Pradesh, Jharkhand,
Kerala, Madhya Pradesh,
Maharashtra, Nagaland, and
Tripura., Shortage of supplies
related to spacing methods,
particularly condoms and
OCPs were seen in Jammu
and  Kashmir, Jharkhand
and  Arunachal Pradesh.
Follow up on family planning
contraceptive  users  was
inadequate in Bihar and
Andhra Pradesh and follow up
records were not maintained
in these States. Involvement
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16.

17.

of ASHAs in implementation
of family planning services
was good in Andhra Pradesh,
Gujarat and Maharashtra and
relatively limited in Arunachal
Pradesh.

Comprehensive Abortion Care
services were limited to District
Hospitals in most States.

Routine Immunization (RI)
services are improving across
all States, with increase in
use of IT enabled platforms
such as eVIN, ANMOL,
etc. Maharashtra, Gujarat,
Jharkhand and Chandigarh
have reported good planning
and organization of VHND
sessions. While in Himachal
Pradesh ANMs were
observed to be using due-
lists generated from MCTS; in
Andhra Pradesh, the due lists
generated from ANMOL were
used by relatively few ANMs.
Microplanning of sessions
needsstrengtheninginAndhra
Pradesh, Madhya Pradesh,
Jammu & Kashmir (Ramban),
Nagaland, Arunachal Pradesh
and Uttar Pradesh. Further,
the mechanisms related to
AEFI need to be strengthened

implementation of  specific
public health strategies, illness
management and data use
for various diseases control
programmes and the extent to
which they are integrated with
other interventions of the NHM.
Key findings are as follows:

1. Communicable diseases
continue to be a major public
health problem in India, but

in Himachal Pradesh, Jammu &
Kashmir, and Madhya Pradesh
(in terms of training of ANMs

there is some good news. A
consistent decline in malaria
incidence has been observed,

with a 40.8% decline in malaria
related deaths. Similar declining
trends have been observed in
Kala Azar. There is progress in
the elimination of Lymphatic
Filariasis. The country has
achieved the goal of elimination

in identification, management
& reporting of AEFI).
18. Underutilization of services
provided at the Adolescent
Friendly Health Centers was
observed in Andhra Pradesh,

Arunachal Pradesh, Bihar, of leprosy (less than 1 case per
Himachal Pradesh, Jammu 10,000 population) as a public
and Kashmir, Jharkhand, health problem. However

Kerala, Nagaland and Tripura. Chikungunya cases have been

Moreover, the counselling reported from 22 States and
services  provided were 3 UT'’s. JE continues to be a
observed to be limited
to nutrition, Sexual and
Reproductive Health and

dermatological issues. There
was also lack of visibility of IEC
material related to adolescent
health in the health facilities
(except in Madhya Pradesh
and Tamil Nadu). The peer
education component under
RKSK is yet to take off in any
significant way.

TOR 3: Communicable
Disease Control
Programme

This TOR reviews the progress
of implementation on the
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challenge for the country and 7. OveralldecliningtrendsofKala

the high endemic districts in
several States.

Operational surveillance units
were observed across all
States. The reporting of data
on S, P and L form is being
done in all States except in
Bihar and Gujarat.

Inadequate IT infrastructure
is an area of concern
for infectious disease
programmes in hilly areas.

All States except Maharashtra
and Himachal Pradesh have
shown significant progress in
control of Malaria. However,
increasing trends in the disease
incidence in Maharashtra is
a cause of concern and the
state is considering inclusion of
Malaria as a notifiable disease.

Increased incidence of
Japanese Encephalitis (JE)
cases was observed in
Tripura and Andhra Pradesh
and mortality due to JE was
reported in Tripura and Uttar
Pradesh. Coverage of JE
vaccination was observed to
be unsatisfactory in Bihar and
Uttar Pradesh.

. An increasing trend was

observed in incidence of
Chikungunya cases in Andhra
Pradesh, Maharashtra,
Tripura and Uttar Pradesh.
The disease however, has
recorded a declining trend
in Tamil Nadu and no cases
were reported from Bihar
and Nagaland this year.

Azar and zero mortality (due
to Kala Azar) was observed in
Bihar and Jharkhand.

The districts identified as
high Endemic districts for
Lymphatic  Filariasis have
not reported any new cases
in Uttar Pradesh and Bihar.
Special night clinics under
Filaria control programme in
high risk areas were observed
to be functional only in
Maharashtra.

In the Revised National
Tuberculosis Control Program
(RNTCP) the increasing trend
of Multi- Drug Resistant
(MDR) and Extreme Drug
Resistant (XDR) cases is an
area of serious concern. All
the States visited during the
10th CRM have reported
availability of Cartridge Based
Nucleic Acid Amplification
Test (CBNAAT) and co-
location of TB HIV facilities
in  63% public health
facilities.

10. All the States have achieved

desired Case Detection Rate
of 80 per lac population per
year.However, the States that
have not achieved the cure
rate of 90% include Andhra
Pradesh, Bihar, Chhattisgarh,
Haryana, Jammu &Kashmir,
Jharkhand, Madhya Pradesh,
Maharashtra, Tamil Nadu,
and Uttar Pradesh. Sputum
Conversion Rate after three
months was found to be
in the range of 80-90% in
all CRM States. Adequate

availability of anti TB drugs
was observed in all the CRM
States.

11.In leprosy, there is an
increasing trend observed
in Arunachal Pradesh (0.8).
Though Tamil Nadu achieved
the goal of elimination of
leprosy, increasing trends of
notification of child cases
of leprosy was observed.
Adequate drugs and
diagnostic  services were
reported from all States.
However, almost all States
have reported shortages in
human resources.

TOR 4: Non-
Communicable Disease
Control Program

The key objective of this TOR
was to assess the implementation
of various non-communicable
disease control programs, and
integration of NCD programmes
with NHM. Key findings emerging
from CRM state reports are as
follows:

1. The National Programme
for the Control of Diabetes,
Stroke and Cardio Vascular
Diseases is at varying stages
of implementation across
states. Reports indicate that
Kerala and Tamil Nadu have a
robustprogrammeestablished
in all facilities. The States/
UTs of Himachal Pradesh,
Tamil Nadu, Maharashtra,
Madhya Pradesh, Delhi and
Chandigarh have taken steps
to introduce NCD screening
at various levels of facility
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and are at different stages of
implementation. Nonetheless
all  screening offered s
opportunistic.

Functional NCD clinics with
necessary infra-structure,
human resources, drugs and
diagnostics were seen only
in Tamil Nadu and Kerala.
Poor functionality was due
to reasons such as delay in
recruitments of specialists
(Madhya Pradesh). NCD
screening is restricted to
women in Andhra Pradesh
and in Uttar Pradesh. In Bihar,
the NPCDS programme was
reported to be non-functional,
including the availability of
equipment and drugs for
hypertension and diabetes.

Examples of good practices
observed in States (under
the NCD program) include
the tele-stroke project in
Himachal Pradesh, where
teleconsultation for stroke
patients admitted in remote
area facilities has made for
better survival rates. In Tamil
Nadu, the Amma Arokiya
Thittam  provides annual
screening for all over 30 years
of age for 25 parameters
(for conditions such as
anaemia, obesity, diabetes,
hypertension, cervical,
breast and oral cancers,
refractory errors, cataract
and skin conditions) in the
400 upgraded Primary Health
Centres or at Block PHCs.

. The National Program for

Control of Blindness s

5.

being implemented in all
CRM States, with screening
activities  being carried
out at all the public health
facilities in most of the States
except in Jharkhand and
Nagaland (due to shortage
of  specialists). Regular
screening for refractive
errors and  distribution
of free spectacles were
observed in the States
of Maharashtra, Madhya
Pradesh, Tamil Nadu, Tripura
and Uttar Pradesh. Tamil
Nadu, Uttar Pradesh, Andhra
Pradeshhave reported good
integration of NPCB with the
school health programme.

Ingeneral,theimplementation
of the various components
of National Tobacco Control
Program (NTCP) is sporadic
and patchy. Maharashtra,
Tamil Nadu and Kerala have
implemented certain aspects
oftheinitiative, but the holistic
and robust implementation
of NTCP, including IEC and

awareness in community
are lacking in almost all
CRM States. Further, the

integration between NTCP
and NPCDCS is absent across
all CRM States.

Tamil Nadu, Maharashtra,
Madhya Pradesh and Gujarat
have made progress in
implementation of National

Mental Health  Program
(NMHP) with high OPD
footfalls, outreach camps,

and dedicated screening &
counsellingroomsatfacilities.
Roll out of the District Mental

Health Programme has been
initiated in Delhi. Challenges
inimplementation of National
Mental Health Program in
other States include lack
of community awareness,
inadequate screening and
referrals from peripheral
health facilities, shortage
of trained human resources
(particularly specialists)
and inadequate integration
with  other programmes
e.g. RKSK.

7. There has been little progress
in implementing the National
Oral Health Programme in
most States, except Himachal
Pradesh. Its linkage with
school health is weak and
there are reports of irrational
deployment of resources
from Arunachal Pradesh and
Tripura.

8. The National Programme for
Care of the Elderly also has
implementation issues though
some districts in Guijarat
(dedicated OPD time slots for
elderlyin OPD and distribution
of mobility aids) Tamil Nadu
and Kerala (available human
resource as per norms and
dedicated  geriatric  care
centres) have made some
progress in this area.

TOR 5: Human Resources
for Health and Training

Focus of the 10th CRM under
this TOR has been to review
HR policy, systems in States to
manage their human resources,
training institutions and maintain



adequacy of human resources;
along-with  mechanisms  for
recruitments, performance
appraisals and incentives for
retention. Key findings emerging
from CRM state reports are as
follows:

1. Despite NHM augmentation
of human resources in States,
shortage of service providers
exists in most of the States
reviewed. This cuts across all
cadres but is especially acute
for specialists below the
District Hospital level.

2. States are taking various
measures to address
service delivery gaps, viz. a)
contracting specialists on-call
(Chandigarh), b) appointing
AYUSH MOs at PHCs (Bihar),
c) providing non-financial
benefits including mobility
support, weekly-offs and fixed
tenure postings to specialists
(Andhra Pradesh) and d)
relaxation in getting post-
graduate seats to in-service
MOs after completing rural
area service (Andhra Pradesh,
Bihar and Maharashtra).

3. Vacancies in administrative
posts in Andhra Pradesh and
Maharashtra and shortage
of programme specific HR in
Bihar and Gujarat were seen
as bottlenecks in smooth
implementation of national
programmes in these States.

4. Integrated multiskilling of
Laboratory Technicians have
been done in Andhra Pradesh,
Bihar and Kerala while
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Jammu & Kashmir intends to
introduce this in future.

Lack of HR and infrastructure

for training has resulted
in sub-optimal  training
achievement in  Andhra

Pradesh, Chandigarh, Delhi
and Kerala. No training has
been conducted in Nagaland
for the past two years.

Maharashtra’s unique model
of the College of Physicians
and Surgeons that provides
specialist training and
legitimizes doctors to practice
as specialist skill providers
within the state, has been
helpful in addressing specialist
shortages in state.

Skill based competency tests
are conducted in Arunachal
Pradesh, Madhya Pradesh and
Uttar Pradesh for identifying
skill gaps of in-service staff but
application of this measure
for recruitment of skilled care
providers was observed to be
limited (existing in Bihar and
Maharashtra only).

8. Irrational deployment of
HR has been leading to low
utilization of  specialized
skills (particularly EmOC and
LSAS) in States like Bihar and
Gujarat.

9. HRMISis now implementedin
many States including Bihar,
Delhi, Gujarat, Himachal
Pradesh, Maharashtra,
Madhya Pradesh and
Uttar Pradesh. Of these,
Maharashtra and Uttar
Pradesh have also developed
Training Management
Information System but it is
yet to be linked with HRMIS.

10. Renewal of contracts of
staff are linked with Annual
Performance appraisal in Uttar
Pradesh, Kerala and Tripura.

TOR 6: Community
Processes and
Convergence

TheTORforCommunityProcesses
and convergence broadly deals
with key issues related to ASHA
programme including selection,
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training, support structure,
incentive payments, progress
made under NUHM and career
opportunitiesforASHAs. The TOR
also covers the status of VHSNC,
RKS and Community Action for
Health. The key findings emerging
in 10th CRM are as follows:

1. ASHAs are in place in all
States except Goa, rural areas
of Puducherry, and the non-
tribal areas of Tamil Nadu.
About 8.73 Lakh ASHAs are in
position against the target of
9.46 lakh in rural areas (91%).

2. 34 out of 36 States/UTs
are also implementing
ASHA programme under
the National Urban Health
Mission (NUHM). Against
the target of 70,721, a total
of 42,769 ASHAs (60%) have
been selected in urban areas.
However, the issues related
to low incentive payments
and relatively higher rates of
attrition need attention.

3. Therehasalsobeenincreasing
ownership of the ASHA
by the health system, and
visualization of the ASHA as
a key community resource
valued for her facilitatory role.
However, the other two roles
perceived for ASHAs in terms
of activist/social mobilizer
and community care provider
are yet to be fully realised.

4. There appears to be a strong
positive correlation between
the high training frequency
and the knowledge and
skill levels of the ASHA and

ASHA training in four rounds
of Module 6 & 7 has been
completed in the States of
Tripura, Nagaland, Manipur
and Kerala. Training lags
behind in all other States,
notably Bihar, Uttar Pradesh,
Andhra Pradesh, Jammu &
Kashmir, Madhya Pradesh,
and  Maharashtra. Some
States report attrition of
trainers (e.g. Uttar Pradesh,
Madhya Pradesh, Tripura,
Andhra Pradesh). There is
also a time lag between
new ASHA selection and
training, particularly in Delhi,
Chandigarh, Uttar Pradesh
and Andhra Pradesh.

Structures to support and
mentor the ASHA exist
in nearly all States. While
several States have recruited
new staff at district and block
levels, the States/UTs of
AndhraPradesh, Delhi,Jammu
& Kashmir, Himachal Pradesh,
Tamil Nadu, Chandigarh and
Kerala, use existing staff such

as ANMs or District Public
Health Nurses. However,
vacancies in support staff at
alllevels were reported except
in Uttar Pradesh.

Effective working
partnerships between
ASHAs and ANMs were
observed in the States of
Andhra, Nagaland, Jammu &
Kashmir and Uttar Pradesh.
This has resulted in improved
coordination between the
two frontline workers and
facilitates service delivery.
Jammu & Kashmir and Uttar
Pradesh state reports also
note effective functioning
of the ‘Triple AAA’ platform,
indicating convergent
planning and action between
Health and the ICDS
department.

Most  States are now
providing both financial and
non-financial incentives.
Payment mechanisms have
been reported as being
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more streamlined from most
States, with a majority of
ASHAs having bank accounts.
PFMS linkage is reported
from Madhya Pradesh, Uttar
Pradesh, and through RTGS
in Jammu & Kashmir. Average
monthly incentive amounts
ranges from Rs. 2,350 in
Jharkhand to Rs. 9,00 in
Nagaland. Other incentives
include - Uttar Pradesh
providing mobile phones to
all its ASHAs; mobile talk
time to ASHAs in Upper Siang
district of Arunachal Pradesh
and Jammu & Kashmir; ASHA
awards in Madhya Pradesh
and Uttar Pradesh, and ASHA
uniforms in Madhya Pradesh
and Jammu & Kashmir.
States such as Maharashtra,
Kerala, Jharkhand, Bihar
and Madhya Pradesh have
provided insurance cover
to the ASHA as part of
social security schemes.
Some States such as Kerala,
Bihar, Tripura, Maharashtra
and Jharkhand have made
provision for preferential
selection of ASHAs in ANM/
GNM training schools. The
other avenue for career
opportunity is to be selected
as ASHA facilitator or Block
Mobilizer (as is the case in
Uttar Pradesh).

Grievance redressal
mechanisms  have  been
reported from Kerala, Andhra
Pradesh, Madhya Pradesh,
Maharashtra, Jharkhand,
Delhi and Uttar Pradesh.
However, most state reports
(e.g. Andhra Pradesh, Delhi,

(

10.

o -I:u EL.L il Tl
]'U».u (v ”“J'h'::'b.li

s

Gujarat, Jammu & Kashmir,

Nagaland, Tripura) indicate
problems with availability and
replenishment of drug and
equipment kits of ASHAs.

In several States, the reports
indicate that there is a need to
improve the quality of skills of
the ASHA. These particularly
relate to nutrition, counselling
forfamilyplanning,recognition
of danger signs of pregnancy,
and first contact care for sick
new-born and children.

Most States have constituted
over 95% of VHSNCs
against  their  respective

targets. The Village Health
Committees formed as part of
communitization in Nagaland
before the launch of NRHM
have been co-opted as
VHSNCs under NHM.
Reconstitution of VHSNCs
was reported to be underway
in Jharkhand and Chandigarh.
However, reports regarding
the functionality of VHSNCs
give an impression that
VHSNCs are not functioning
as envisaged under the
National Health Mission.

11. Timelyfundflowwasobserved

in Gujarat, Himachal Pradesh,
Jharkhand and Kerala. Further,
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high levels of convergence
and strong panchayat system
has led to pooling of resources
of funds in Kerala which
amounts to Rs. 25,000 per
year for VHSNCs. However,
issues related to VHSNC
untied funds have been
largely unresolved over the
last few years in most States.
The major challenges include
delay in release of untied
fund release, utilization and
management of untied funds.
For instance, the State reports
of Andhra Pradesh, Arunachal
Pradesh and Madhya Pradesh
reflect that untied fund for

I'I—l‘—‘-l:l-—.“F

= ...—1}\ -
g
= N
" "
b
)

13.

\

D

the current financial year is
yet to be released.

. Mahila Arogya Samitis (MAS)

have been formed in Andhra
Pradesh, Gujarat, Maharashtra,
Jammu and Kashmir (Anantnag
district), Jharkhand, Nagaland,
Tamil Nadu and Tripura while
it is underway in Delhi, Bihar,
Madhya Pradesh and Jammu
and Kashmir (except Anantnag).
However, MAS formationisyet
to commence in Chandigarh,
Kerala and Uttar Pradesh.

Rogi Kalyan Samitis (RKS)
have been constituted in

14.

15.

all States but the level of
functionality was different
across States on account of
limited or no capacity building,
delay in fund release and
limited involvement of PRI
representatives. The reports
indicate that the RKS funds
are predominantly being used
for maintenance activities in
most States. Only in Delhi,
the fund is being utilized to
set helps desks for patients
and electric cart for patient’s
movement within the hospital
premises.

Mechanisms to  establish
convergencewithdepartments
like WCD, SHGs, water and
sanitation and PRI are weak
across most States except in
Andhra Pradesh, Chandigarh,
Kerala and Gujarat.

Community Action for
Health (CAH): The state of
Maharashtra is much ahead in
implementing activities under
the Community Action on
Health where the programme
has been implemented in
14 districts. However, poor
utilization of funds under
Community action for Health
was reported from most
States. CAH has been recently
rolled out in select districts of
Arunachal Pradesh, Kerala,
Madhya Pradesh and Tripura.

TOR 7: Information and

Knowledge

The objective of this TOR is
to assess the various Health

Information Systems being used



in States and use of information
for programme planning and
monitoring. This section also
reviews the implementation of
telemedicine and of m-health
solutions, availability of IT
infrastructure and status of data
reporting from the National
Urban Health Mission. The key
findings emerging in 10th CRM
are as follows:

1. Facility wise reporting
on Health Management
Information Systems (HMIS)
has stabilized in most health
facilities (above 90%) in
CRM States/UTs, except for
Arunachal Pradesh (68%),
Delhi(85%) and Gujarat (82%).
Around 94% of facilities are
regularly reporting into MCTS,
which is now being replaced
by RCH portal.

2. RCH portal is fully
operationalised in  most
states visited (except Bihar
and Nagaland). Chandigarh is
planning to roll out integrated
RCH registers. Though RCH
portal has been launched in
Arunachal Pradesh, the entry
of data from health facilities is
yet to commence.

3. Issues such as lack of
standardized registers, lack
of training and orientation
on handling technology, poor
internet  connectivity and
inconsistent power supply
were reported, particularly
from Arunachal Pradesh,
Jharkhand, Kerala, Madhya
Pradesh, Nagaland and
Tripura.

4.

6.
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Adequate availability  of
RCH registers was reported
from most states. However,
data discrepancies between
recording  registers  and
HMIS/MCTS/RCH portal
was observed to be an
issue in Arunachal Pradesh,
Delhi, Madhya Pradesh,
Maharashtra, Nagaland,
Tripura and Uttar Pradesh.

Capacity building on HMIS/
MCTS/RCH portal needs
focus. Though some States
like Jharkhand, Kerala, and
Madhya Pradesh have been
conductingrefreshertrainings,
these are not on regular basis.
Trainings related to the RCH
portal has not been imparted
at sub-district level in most of
the States/UTs.

Except Jammu & Kashmir and
Nagaland, all other States/
UTs are using HMIS data (to
variable extent) for preparing
PIP, planning and monitoring.

+X 1

7. Multiple e-initiatives,
including health information
and logistics management

softwares, were observed to
be functional in CRM States.
Some of these include -
ANMOL (in Andhra Pradesh),
SNCU online (in Arunachal
Pradesh), Computerized
Accidents & Trauma Services
and Hospital Management
Information System (in Delhi),
Telemedicine & Telestroke (in
Himachal Pradesh), Ecman
(Kerala), Chetna and EVIN
(MadhyaPradesh),Matritvaand
EpiMetrics (in Maharashtra),
PICME and National Oral
Health Mobile app (in Tamil
Nadu) etc. All these software
work in silos and are often not
interoperable.

TOR 8: Healthcare
Financing

The objective of the TOR was to
review the status of fund release
and utilisation for activities under
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NHM, examine the fund flow
mechanisms and implementation
of Public Financial Management

System (PFMS), examine
compliance with statutory
requirements and document

measures adopted to reduce Out
of Pocket Expenditures (OOPE).
The key findings emerging in 10th
CRM are as follows:

1. So far as utilisation of funds
are concerned, across the
States that have been visited,
reports indicate improvement
in utilization of funds in almost
all the States. States have
also improved their capacity
in  financial management.
The issue of vacancies in
State finance HR that were
repeatedly flagged in CRM
reports of earlier years seems
to have been largely overcome
in most of the states visited
barring a few such as Tripura
and MP.

2. Most of the CRM States have
putinplacesystemsfortransfer
of funds through electronic
transfers barring States in the
North East like Nagaland and
Arunachal Pradesh. However,
delay in transfer of funds from
State treasury to State Health
Societies (SHS) continues to
be a major problem with most
states with delays ranging
from 30-45 days in Gujarat,
40-42 days in Tamil Nadu,
88 days in Kerala to 75-90
in Delhi.

3. Barring Tamil Nadu none of
the States were found to have
allocated additional funds (at

least 30% per capita) for HPDs.
Allocation of funds have been
found to be made based on
utilisation of previous years.
In most States, district RoPs
have been disseminated
barring Nagaland.

Fund utilization is particularly
low under NUHM and NCD
programs. Bihar has reported
the lowest utilization of funds
amongst CRM States under
NCD programs.

. As regards implementation

of PFMS is concerned, while
all States barring Nagaland
has implemented PFMS, the
progress of implementation
shows it is at varied stages of
implementation. HP and Tamil
Nadu are states with 100%
agency registration followed
by Gujarat with 97%, MP with
95%, UP with 84%. Overall
implementation of PFMS
in Tripura is reported to be
unsatisfactory  throughout
all the facilities as only 67%
agencies have been registered
under the PFMS portal with
pendency at District and

below level. As far as transfer
of fund through PFMS portal,
in Tamil Nadu, all the funds
are being transferred from
the State to the Districts
and District to Sub District
Level through PFMS. In UP,
all the financial transactions
including JSY beneficiary/
ASHA/Contractual staff/
Family Planning Schemes
up to the CHC/PHC level
are being done through the
PFMS portal. In MP, payments
towards ASHA incentive and
JSY beneficiary are being
paid through DBT using
PFMS. However, reportedly,
in Chandigarh has not only
implemented online financial
management through PFMS
but also FMR generation
through PFMS.

. As regards untied grants,

despite issue of guidelines for
differentialallocationofuntied
grants, none of the CRM
states have reported adoption
of differential financing of
untied grants. Poor utilisation
of untied grants is still an
area of concern. In UP and



Chandigarh, there were sub
centres with nil utilisation
of untied grants. Kerala had
not distributed the untied
grants approved in 2015-16
to facilities while in J&K, fund
disbursement to VHNCs has
not been made from last 3-4
years. In HP, RKS funds were
being utilised for programme
expenses despite the

programs having sufficient
funds.
The all India performance

audit for the period 2011-
12 to 2015-16 by CAG
completed in all States. The
statutory Audit for 2015-
16 was completed but final
report awaited in most CRM
States while it was under
process in some states.
Across States compliance of
concurrent audit was found
to be poor. It is observed that
the auditors were not visiting
the Block level facilities and
were verifying the records at
district HQ itself defeating
the purpose of conducting
the same. The Concurrent
auditor for the FY. 2016-17
wasnotappointedin MPwhile
compliance on the Statutory
Audit and Concurrent Audit
are not followed in J&K.

. Amongst the 16 States/UTs

visited during CRM, Andhra
Pradesh, Arunachal Pradesh,
Chandigarh, Bihar, Jharkhand,
UttarPradeshandMaharashtra

have not commented/
collected information on
measures undertaken by

the States to reduce OOPE.
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Similarly most States except
Gujarat and Kerala did not
report information on state
health insurance programs.
In Gujarat the awareness of
RSBY program was found
to be low and people were
only aware about the state
sponsored MA program.

8.1 Barring Tamil Nadu and Dehi,
reports indicate some form of
out of pocket expenditure by
patients evenin States like MP,
Gujarat, Kerala, HP mostly on
blood services, transportation
and drugs. The cost incurred
towards blood services range
fromRs 300to Rs 1500. Kerala
has reported discontinuation
ofreimbursement of expenses
to patients towards transport
and diet under JSSK due to
non-receipt of funds from
July 2016.

TOR 9: Quality Assurance
and Swachhta Initiatives

This TOR assess the progress
in National Quality Assurance
Program,KayakalpAwardScheme,
biomedical waste management
and other quality related issues.
The key findings emerging in 10th
CRM are as follows:

1. Baseline  Assessment  of
Facilities (Facility Assessment
and Gap Analysis): Of the
States visited under CRM,
assessments  have  been
initiated in 15 States (except
Nagaland) but only five States
namely Andhra Pradesh,
Kerala, Uttar Pradesh, Gujarat
and Maharashtra have

2.

developed a post assessment
gap closure action plan.
Common observation is that
progress after Assessment/
Gap Analysis is slow in terms
of prioritization of gaps,
developing  Action  Plan,
implementing measures of
ensuring Quality Care, closing
gaps and preparing facilities
for certification.

Certification of Facilities:
Out of total 16 States
visited during CRM only two
States namely Gujarat and
Kerala have completed state
certifications and three States
have applied for national
certification (Uttar Pradesh,
Gujarat and Kerala).

Training and Capacity
Building: Capacity building of
all States visited during CRM-
except Kerala and Chandigarh
which have not conducted
any trainings pertaining to
NQAS and Kayakalp in FY
16-17- has been done both in
NQAS and Kayakalp with the
support of NHSRC.

Measures for ensuring Quality
of Care at Public Facilities:

a. Standard Operating
procedures (SOP)In the
visited CRM States SOP’s
were developed in the
some of the facilities of
only six States namely
Uttar Pradesh, Arunachal
Pradesh, Kerala, Guijarat,
Jammu & Kashmir and
Andhra Pradesh. However,
interviews held  with



health staff in these States
revealed that they were
not well versed with SOP’s.
In the state of Gujarat, the
SOP’s were developed
centrally at the state level
and were not customised
as per the facility, making
it non applicable in many
places.

Measuring Patient
Satisfaction Survey (PSS):
Public health facilities
in Bihar, Kerala, Tripura
and Madhya Pradesh
had developed forms for
Patients satisfaction survey
which were filled by the
patients but no analysis of
the filled forms were done.
Gujarat PSS forms required
to be translated in local
language and Arunachal
Pradesh conducted the
last PSS at DH level in
2012. Only state of Delhi
had completed patient
satisfaction survey along
with complete analysis. In
rest of the States visited
under CRM, PSS process
has not been initiated.

Measuring Key
Performance  Indicators:
Of the States visited under
CRM, six States namely

5. Bio
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Madhya Pradesh, Andhra
Pradesh, Gujarat, Kerala,
Jharkhand,  Maharashtra
have started monitoring
of key  performance
indicators. Andhra Pradesh
has developed a dashboard
and Jharkhand has started
giving performance
incentives to staff based on
the indicators. Rest of the
10 States are yet to initiate
reporting and analysis
of KPlIs.

Medical waste
Management: The revised Bio
Medical Waste Management
(BMW) Rules (28th March
2016) have vyet to be
implemented by the States.
In majority of the districts
visited, awareness regarding
the new rules was minimal
amongst the health staff.
In Tamil Nadu, Himachal
Pradesh and Jharkhand, a
well maintained Bio Medical
Waste Management System
is in place according to BMW
rules 1998. Disposal of
Biomedical waste was a major
concern in States of Arunachal
Pradesh, Nagaland, Jammu
& Kashmir and Madhya
Pradesh as facilities visited
were observed to burning the
BMW waste.

Grievance redressal
mechanism: Institutionalized
mechanisms for grievance

redressal was not evident in
any of the CRM States. Often
complaint boxes are seen to
be having ‘token’ presence,
and the boxes remained un-

opened. Patients visiting the
health facilities largely lacked
awareness and knowledge
regarding the  grievance
redressal mechanism.

Kayakalp: States are
progressing well under the
Kayakalp programme and
since its launch in 2015
have shown considerable
improvements in levels of
cleanliness, hygiene and
infection control in hospitals.
Andhra Pradesh, Arunachal
PradeshandHimachal Pradesh
have declared the Kayakalp
awards.  Gujarat, Madhya
Pradesh and Maharashtra
have finished the external
assessments. The process of
internal and peer assessment
is still under progress in
Bihar, Jammu & Kashmir,
Delhi, Tamil Nadu, Jharkhand,
Nagaland, Uttar Pradesh and
Tripura and is not yet initiated
in Chandigarh.

TOR 10: National Urban
Health Mission

This TOR reviews the progress on
operationalization of urban PHCs
(UPHCs) and CHCs, utilization of
services in these centres along
with the status of community
level mechanisms envisaged in
the NUHM program. The key
findings are as follows:

1.

The process of mapping of
vulnerable population s
either underway or not yet
initiated in most of the States,
except in Gujarat where it
has been completed. Most



States barring Nagaland,
Andhra Pradesh, Arunachal
Pradesh, Jammu & Kashmir,
Kerala and Maharashtra have
completed the GIS mapping.
States are in different phases
of completing the slum

mapping.

Most States have
strengthened State level
institutional  arrangements
like establishing State
Program Management
Units, coordination &
convergence committees and
incorporation of additional
members in the governing
bodyunder NUHM. However,
the establishment of district
level arrangements is still
lagging. Convergence with
Urban Local Bodies under
NUHM requires more efforts
as was observed in Delhi,
Andhra Pradesh, Jammu
& Kashmir, Maharashtra
and Uttar Pradesh. On the
other hand, Chandigarh and
Kerala demonstrate good
examples in terms of ULB
collaboration.

Establishment of UPHCs
within or nearby slum areas
is still not being done in many
States except in Delhi and
Gujarat. New constructions
or renovations of existing
facilities is underway in
most States. Acquiring land
in crowded urban areas near
slums was a major challenge
cited by many States as
a reason for delay in new
constructions. Infrastructure
of UPHCs was observed to
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be satisfactory in Chandigarh,
Gujarat, Kerala and
Maharashtra.

. Availability and recruitment

of human resources is also
variable among States.
States are struggling with
issues of human resource
shortage in some States and
underutilization of recruited
staff in others. Laggard pace
of recruitments is owing to
different reasons such as low
salaries offered, reluctance to
work during evening shifts,
unavailability of  trained
personnel in smaller towns,
and slow recruitment process
at the state level. High
attrition was observed mainly
among medical officers, who
join NUHM as a stop gap
arrangement while waiting for
admission to post graduate
studies or for a better career
opportunity.

Range of services provided
by UPHCs is still limited
with most States providing
RCH services and not having
incorporated services under
the various Disease Control
Programs.  Kerala, Tamil
Nadu and Chandigarh are
a few States/UT providing
NCD services at UPHCs.
Irrational placement  of
equipment was also reported
fromMaharashtra, Jharkhand
and Madhya Pradesh. Delhi’s
Mohalla clinics demonstrated
good utilization of services,
although they have human
resources deputed from
previously  well-functioning

health facilities located

elsewhere.

Most of the States have
reportedefficient micro
planning of UHNDs, However,
irregular outreach activities
were observed in Arunachal
Pradesh, Jammu & Kashmir,
and Delhi (due to pending
approvals). In Andhra Pradesh,
with the introduction of the
e-Vaidya model, under PPP
arrangements for running
UPHCs there is a confusion
regarding UHNDs.

Progress towards selection fo
urban ASHA against targets
was good in most states.
Mahila  Aarogya  Samitis
have been constituted in
States such as Madhya
Pradesh, Gujarat, Tripura and
Andhra Pradesh, and their
formation is underway in
remaining States. However,
Bihar and Chandigarh have
been struggling with MAS
formation; Kerala plans to use
the existing Kudumbashree
groups as MAS groups.

Delhi, Bihar, Kerala and
Gujarat have constituted
state, district and facility level
committees for implementing
Quality Assurance
programme. Andhra Pradesh
has started upgrading the
UPHCs under the CM
UPHC Initiative. Guidelines
on quality assurance were
not being implemented
in some States including
Maharashtra, Bihar and
Uttar Pradesh. Compliance
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to BMW guidelines was also
inadequate in States such
as Jammu & Kashmir, Delhi,
Kerala, and Maharashtra.

9. Andhra Pradesh has
outsourced the management
of UPHCs to private
partner Apollo, Chandigarh
has entered into three
different PPPs on different
areas of service delivery
(diagnostic facilities for MRI
& CT, e- health centre and
laboratory services). Gujarat,
Maharashtra and Uttar
Pradesh also have different
PPP arrangements for service
delivery and programme
implementation.

10. Low expenditure is an issue
common to almost all the
States except Gujarat, Kerala,
and Tamil Nadu. Apart from
actual low expenditure, low
utilization has also been a
result of incorrect booking
(@s in case of Arunachal
Pradesh), delay in formation
of RKS for UPHCs and delay
in transferring funds to them.
RKSare almostnon-functional
in Jammu & Kashmir, and
have not been constituted in
Kerala and Madhya Pradesh.

TOR 11: Governance and
Management

This section details the findings
related to the functioning of
the State and District Health
Societies, functionality of
Program Management Structures
at state, district and Block levels,
the use of data from monitoring

and surveys for decentralized
planning, convergence, and
progress on implementation
of key regulations such as the
Clinical Establishment Act 2010
and PCPNDT Act:

1. Except in Gujarat, Delhi,
Chandigarh, Kerala and Tamil
Nadu, meetings of the State
and District Health Societies
are not being held regularly,
indicating a lack of oversight
and support to programme
implementation.

2. While States such as Guijarat,
Himachal Pradesh, Kerala,
Tripura,and Maharashtra have
initiated planning from village
level,andresourcesallocations
are based on decentralised
planning, this was not
seen in Andhra Pradesh,
Arunachal Pradesh, Bihar,
Jammu Kashmir, Jharkhand,
Madhya Pradesh, Nagaland
and Uttar Pradesh. Even a
decade after implementation,
decentralised planning
and allocation of financial
resources based on plans
from district and sub district
levels, is yet to take place.

3. In Madhya Pradesh and
Maharashtra, clearly defined
organogram and functions
of various Programme
Management Units are in
place, with Job Descriptions
of key staff. All program
management staff under
NHM (including those under
NCDs) are now integrated
into the State Programme
Management Unit (SPMU) in

Arunachal Pradesh, Gujarat,
Maharashtra. In Gujarat and
Jharkhand there is some effort
at rationalizing of Human
Resources.

Integration with the
Directorate, is weak except in
TamilNadu&Maharashtra. This
is a key limitation at enabling
an understanding of the
health systems strengthening
within the Directorate,
and poses a challenge to in
mainstreaming the activities
of the Mission within the
health department.

Convergence with related
social sector departments
such as Education, Sanitation,
Urban development was
observed in Gujarat, Kerala,
Maharashtra, Jharkhand and
UttarPradesh.Further,inthese
States the representatives

of line departments were
included in the State and
Societies,

District Health



. Arunachal

and are actively involved
in the RBSK, NUHM and
immunisation  programmes.
Strong presence of Local Self
Governmentin supporting the
facilities (by contribution of
funds for infrastructure, drugs
etc.) and close monitoring
of functionality has added a
positive dimension in health
care delivery in the state of
Kerala.

The overall review and
supportive supervision
mechanism as per

Government of India (Gol)
guideline are weak across
many States. However, state
level supportive supervision
team is proactive in the
States of Gujarat, Himachal
Pradesh, Bihar, Jharkhand,
Maharashtra, and Tamil Nadu.
Regularityinmonthlyreviewat
all levels is observed in Kerala,
Maharashtra and Gujarat. In
Delhi, Kerala and Tamil Nadu
corrective actions based on
field visits were observed.

District level Vigilance and
Monitoring Committees
(DLVMC), (now named the
DISHA committees- District
Development Coordination
and Monitoring Committees)
asperGolguidelineshavebeen
successfully reconstituted
in Guijarat, Bihar, Jharkhand,
Kerala, Maharashtra and Tamil
Nadu.

Pradesh, Bihar,
Himachal Pradesh, Jharkhand
and Chandigarh have notified
State Clinical Establishment
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(CEA) Act Rules. States/UTs
of Delhi, Andhra Pradesh,

Maharashtra, Madhya
Pradesh and Nagaland are
following state specific Act
which regulates the private
clinical establishments. States
are attempting to align these
acts with the key features
of central CEA, 2010. No
progress on CEA was noted
from Gujarat, Tripura and
J&K. In Tamil Nadu, progress
has been stalled on account
of a case filed by the state
chapter of the Indian Medical
Association.

The level of implementation
for PCPNDT is poor in most
states.Evenwherecommittees
have been formed, reasons
such as lack of withesses,
insufficient evidence, and
out of court settlements are
cited as major reasons for low
conviction rates.

Recommendations

TOR 1: Service Delivery:
Reaching the Unreached

1. Promoting procurement of
generic drugs through robust
agencies/societies dedicated
forthis purpose andincreasing
the number of drugs under
Essential Drug List(s) are key
steps that States need to
undertake for reducing OOPE
on drugs and improving
access to drugs along with
institutionalized prescription
audit mechanisms.

2. States  should prioritize
strengthening of  district
hospitals with four basic

specialties of Gynaecology,
General Surgery, Anaesthesia
and Peadiatritics and propose
to develop these as training
centers.

3. Thereis a need for supporting
States in renewal of licenses
and in roll out of online
platforms for management
of blood services. Greater
coordination with private
blood banks is also required.

4. Previous CRMs have
recommended linking  of
AYUSH procurement with
general procurement of other
drugs and supplies. 10th
CRM recommends the same
with regards to procurement
of AYUSH drugs and supplies.
integration of AYUSH human
resources in implementation
of National Health Programs
needs improvement.
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Focus needs to shift towards
ensuring quality emergency
care in Advanced Life Support
ambulances and building
the capacities of emergency
medical technicians. In States
where the call center based
ambulances are yet to be
streamlined, there is a need to
expedite the functionaling of
call centre based approach or
explore alternatives to ensure
assured, timely and quality
referralservices.

States must ensure that MMU
routes are planned to cover
areas where service delivery
is unreachable either through
health centers or outreach
sessions. This must stay the
cornerstoneof MMU planning.
In hilly States, particularly in
North Eastern region, where
one MMU per district is often
inadequate, States may seek
support for additional MMUs
under NHM.

In States where the program
has been already rolled out,
the focus now should be on
monitoring the quality of
services provided by various
private partners and ensuring
that adequate grievance
redressal mechanisms are
institutionalized. States
where tendering process has
completed/in-process, must
ensure that the inventory
process is initiated and
completed at the earliest.

PPP  arrangements and
Innovations in health
programmes to strengthen

health systems must be
encouraged, monitored and
followed up and viewed
with the lens of professional
objectivity, transparency
and accountability of all
involved stakeholders. States
should undertake systematic
reviews of PPP mechanisms
with special emphasis on
the design and management
of the contracts between
involved parties.

States needs to integrate
IEC Cell created by NHM
and Media Bureau or IEC/
BCC Bureau managed by
Directorate Health and Family
Welfare. Further, IEC in form
of wall painting should be
rationalized and other modes
of IEC/BCC particularly local
cultural groups involvement
for influencing tribal and
marginalized population
groups behavior should be
strategized in the plan.

TOR 2: RMNCHA

1. Principles of decentralised

and differential  planning
need to be strictly adhered
to while planning RMNCH+A
implementation in States.
This is vital in order to
ensure availability of assured
RMNCH+A services.

Facility specific road-map,
along with SOPs for all
procedures is required
to be generated and
effectively implemented. This
includes establishing audit
mechanisms, defined roles

and responsibilities of service
providers at all levels of care,
and strict adherence to quality
assurance guidelines.

Information generated
from available sources and
evidences generated from
ground level must be utilized

for effective RMNCH+A
strategy planning and
implementation. Strategic

action plans such as State level
new-born action plans should
reflect information gathered
from review mechanisms and
operational & implementation
research.

Newer initiatives such as
PMSMA, MAA, etc. need
to be better planned and
implemented, along with
strengthening the earlier
initiatives for RMNCH+A
health outcomes. States
should explore possibilities
of involving academic
institutions, professional
bodies and private sector
to better implement these

initiatives with wider
participation of partners
involved.

Strong linkages with

community in planning and
conduction of RMNCH+A
programmes are missing
and must be ensured by
involving existing platforms
and structures such as
Village Health and Sanitation
Committees (VHSNCs)/
Panchayati Raj Institutions
(PRI), and Rogi Kalyan
Samitis (RKS).



6.

10.

Training and capacity building
of service providers needs
to be taken on priority. This
includes focussed attention
on specific programmes such
as RKSK and RBSK.

Integration and collaboration
within ongoing RMNCH+A
programmes, such as RBSK
and RKSK, to expedite

programme implementation
must be considered by
States.

Inter - departmental
coordination between

Departments of  Health,
Education and WCD has
been a challenge and needs
to be meticulously deal t with.
There are many schemes/
initiatives such as WIFS, de-
worming programme, etc.
which can work effectively
withbetterinter-departmental
coordination and synergy of
inputs.

Robust planning for fixed
day family planning services
is a must at all levels. States
need to devise innovative
approaches to ensure better
coverage of family welfare
schemes through community
involvement.

Up-scale and replication of
existing models of supply
chain management for
drugs & logistics should be
a priority. Many States have
IT platforms for managing
supply chain which need
to be adapted by others
according to need.
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TOR 3: Communicable
Disease Control Program

1. All States reporting increased

incidence and case load
of malaria should scale
up the activities under
National Malaria Elimination
Framework. Capacity building
of first-line staff under various
programs, particularly leprosy,
tuberculosis and malaria must
also be prioritized.

States must use the
opportunities presented by
initiatives such as Swacch
Bharat Mission to streamline
vector control measures and
strengthen collaborations
with  municipalities and
other local self-government
bodies.

Adequate manpower under
NLEP need to be ensured
for disability prevention and
medical rehabilitation.

There is also a need to
utilize the platform of VHND
through ANM/MPHW/ASHA
for identification and referral
of suspects as well as early
case diagnosis.

Diagnostic facilities for the
various spectrum of vector
borne diseases must be made
available at select sub-district
facilities, particularly in high
endemic areas.

Recommendationsof previous
CRMintermsofstrengthening
of entomological activities,
death audits, recruiting

1. Augmenting

adequate human resources
need to be implemented.

TOR 4: Non-Communicable
Disease Control Program

NCD clinics
particularly at sub-districts level
is critical (particularly in Jammu
& Kashmir, Gujarat, Jharkhand
and Arunachal Pradesh).

Ensuring a robust supply
chain mechanism of drugs,
diagnostics and supplies to
providecomprehensiveaccess
to NCD services is needed, as
this has been identified as a
gap in most CRM states.

Strengthen the referral
mechanism of screened cases
forappropriate confirmation of
diagnosis, treatment & follow-
up (particularly in Chandigarh
and Jammu & Kashmir).

The active involvement of the
community and engagement
of frontline workers is
essential for comprehensive
management of NCDs and
this must be encouraged with
liaison and support from local
community leaders.

Expand coverage of the NMHP
through involving and ensuring
services at facilities below DH.

Flexible norms and guidance
provided by the Gol for
recruiting specialists should
be used by States to fill in
the human resource shortage
(particularly in  Arunachal
Pradesh, Andhra Pradesh).
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7. Outreach activities should 12.Integration of NPCB and

10.

11.

be planned and conducted
at the district and block level
regularly, and integration
with  RBSK and RKSK
should be ensured for
reaching out to children and
adolescents in schools and
in the community under the
NMHP.

Ensure constitution of district
tobacco control committee
which meets regularly to
review implementation
of NTCP. These meetings
should be documented with
clear action points to ensure
accountability.

Ensure stringent
implementation of COTPA
in districts through
strengthening of current

monitoring arrangements.
Build capacities within
the public health system
for cataract surgeries to
accommodate the case loads,
in addition to leveraging
partnerships with  NGOs
and the private sector.
The infrastructure and HR
to deliver this should be
strengthened as a priority.

The state needs to integrate
the screening for cataract,
glaucoma and other services
within the general health
system. Frontline workers
should be actively involved
in screening. Screening for
cataract, glaucoma and
refraction in public health
facilities needs upscaling.

NPCDCSforpreventivecheck-
up of diabetic retinopathy
needs to be undertaken.

TOR 5: Human Resources
for Health and Training

1.

3.

States need to expedite
recruitments to fill existing
vacancies. For this purpose,
States may engage HR
recruitment agencies
empaneled at the national
level under NHM.

Non-financial incentives
including relaxation in higher
education for doctors serving
in rural areas, other benefits
including mobility support,
weekly off days and fixed
tenure postings to specialists
have shown to be helpful in
attraction and retention of
HR and may be scaled-up.

Alternatemodelsforgeneration
of specialist skill providers such
as College of Physicians and
Surgeons and fast-tracking of
specialization courses such
as DNB should be considered
for addressing the shortage of
specialists in States.

Preference for in-service
NHM staff in recruitment
for regular positions

(as undertaken by Andhra
Pradesh) may be explored by
other States too.

Integrated multiskilling of
LTs and Counselors and
utilization of their services
across the programmes as

10.

undertaken by some States
is a welcome initiative and
may be adopted by other
States too.

Human Resource
Management Information
System (HRMIS) should be
established in all States to
facilitate in HR planning and
the rational deployment of
human resources.

Training Management
Information System (TMIS)
should be set-up and linked
with  HRMIS for assessing
training needs, facilitating
in planning and monitoring
training progress in States.

Robust performance appraisal
systems, which objectively
take into account employee’s
performance and are linked
with renewal of individual
employee contracts, should
be adopted.

Creation of a separate
Clinical and Public Health
cadres with well-defined
career pathways has
proved to be a useful step
towards improved public
health outcomes, better
role allocation and work
satisfaction among staff. The
Government encourages
States to adopt this.

Strengthening training
institutes  with  requisite
faculty and infrastructure is
required to ensure quality and
the smooth implementation
of training programmes.



TOR 6: Community
Processes and
Convergence

1.

Implementation experiences
of the past decade, require
that the community
processes component - not
only in urban areas but also
in rural areas- now needs
a design modification, to
enable integrating it within
comprehensive primary
health care. This will provide
an additional mooring for
the programme, enabling
the ASHA to function as
a member of the frontline
worker team, and facilitate
the implementation of the
promotive, preventive,
rehabilitative components of
primary health care.

Given the experience of the
past several vyears, States
should now undertake a
mapping exercise to assess
gaps and prioritize selection
only in such areas where
there are vulnerable and
marginalized populations.
States should also assess
population  coverage  of
the ASHA and ensure that
there are no missed out
households.

Non-high focus States
now need to factor in the
changing epidemiologic and
disease patterns and project
newer roles for ASHA. One
direction in which this can
be undertaken is to build on
the comprehensive primary
health are rollout announced

4.
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by the MOHFW.ASHAshould 8. The

be considered a part of the
frontline worker team.

ASHAtrainingin Module 6 and
7 needs to be expedited so
that ASHA may be equipped
for other roles. This is also
a pre- requisite for Level 1
certification.

Given that several indicators
related to RCH haveimproved,
States now need to realign
their incentive structures
and correlate them with the
revised roles of the ASHA.
This will require extensive
consultations with district
and sub district stakeholders
including, most importantly
the ASHAs themselves.

States need to expedite
selection and training in urban
areas under the NUHM. The
NUHM offers an opportunity
toimmediately link the ASHAs
as members of the primary
health care team. This will
require a review of roles and
incentives.

For VHSNC and RKS, a key
step to ensuring functionality
is to build the capacity of
the members and create
systematic training structures
as was done in the case
of the ASHAs. The active
engagement of Panchayat
Raj Institutions is required
and States should consider
leveraging the  capacity
building funds awarded to
Gram panchayats under the
14th Finance Commission.

1. There

RKS  requires to
be strengthened as an
accountability structure for
quality of care. The current
push for certification and
accreditation  under  the
Quality assurance framework,
should engage proactively
with  RKS members to
leverage mutual objectives
and to strengthen the RKS as
a mechanism to sustain the
quality standards.

Given the myriad concerns
with release of untied funds
and the state findings of
the multiple yet seemingly
ineffective use to which
funds are put, the process
for release of untied funds
for VHSNC, MAS and RKS
need to be reviewed and
streamlined. States should
consider leveraging GP funds
as Kerala has done.

TOR 7: Information and
Knowledge

is an urgent need
for institutionalizing  the
data verification practices
such as strengthening the
cross validation of data by
a supervisor before being
uploaded to the portal and
ensuring  reporting  from
private sector on HMIS.All the
UPHCs should be mapped and
encouraged to start reporting
on HMIS.

Regular and refresher
trainings for data utilization
for different levels of staff like
ANMs and DEOs is needed.
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3.

Integration
interoperability of different
available information systems
need to be looked into
by developing integrated
health information exchange
platforms.

Thereisaneedforconvergence
of health and different
departments in development
sectors like Tribal, Woman and
Child, Education and Water
and Sanitation etc. to aid in
comprehensive planning at
State/UT and district level for
better health service delivery.

Alternative  methods like
VSAT, data cards, etc. for
providing reliable internet

connectivity and generators/
solar power/inverters etc.
for power supply need to be
strengthened.

Telemedicine projects should
be developed and extended to
areaswith difficult topography
and limited resources.

TOR 8: Healthcare
Financing

1.

Recruitments and capacity
building of finance and
accounts personnel needs to
be addressed on a priority
basis by States for better
financial management and
accounting practices.

The flexibility in diversion of
funds between pools should
be considered strictly as a
contingency measure by States
to fill immediate requirements.

and 3. States need to avoid carrying

transactions from a single
account. Separate  bank
accounts should be created
fordifferentprogrammessuch
that there is a transparency
and accountability in the
use of funds for these
programmes.

States need to allocate funds
to High Priority Districts as
per norms.

Toavoiddelaysintransactions,
States have to address the
issue of bank integration and
ensure synchronisation.

Settlement of long standing
advances and unspent
balances have to be addressed
as a priority by States to avoid
differences between the
balances shown in books of
district and sub-district level
accounts.

States need to maintain a
computerised stock registry
of medicines to w